W
hen I qualified as a doctor in the 1980s, the surgical team I joined as a houseman consisted solely of doctors: a consultant, a senior registrar, junior registrars, senior house officers and myself. Over the ensuing decades, the supply of junior doctors fell outside the control of individual hospitals, and doctors' working hours were restricted by national and supranational directives. The gaps left by these changes resulted in the creation of posts that constitute a significant part of surgical teams today, namely advanced nurse practitioners and surgical care practitioners (SCPs), previously known as surgical assistants. These posts were based on similar positions developed in the US in the 1960s. In the US, the evolution of these posts has been ordered, with appropriate educational and professional structures. However, in the UK, progress towards educational and professional development of SCPs in particular has been slow.
Surgical assistants who operate independently made their first UK appearance in the early 1990s in cardiac surgical units. Their appointment was facilitated by cardiac surgeons who had trained in the US and who saw the possibilities of using non-medical staff to enhance a surgical team. They were originally appointed solely to harvest a conduit for the coronary artery bypass graft procedure.
The use of SCPs to independently perform minor surgical procedures and to contribute to pre and postoperative care is now widespread among many surgical specialties. A curriculum framework for the training of SCPs was first published by The Royal College of Surgeons of England (RCS) in 2006 and updated in 2014. The training is delivered through 2-3-year modular courses, which are run by three English and Welsh universities. Although many SCPs take these courses, they are not compulsory and are not required for appointment to substantive posts in many NHS trusts.
The lack of a coherent national professional infrastructure for SCPs has meant that the majority of posts are filled by nurses and operating department practitioners seeking a career switch. This has resulted in service shortages elsewhere in the surgical team. As most appointees were already registered with a healthcare council, the need for an independent regulator was never felt to be necessary by government. However, the absence of a regulator has proved to be a hindrance to the development of meaningful educational structures for these careers.
All this may be about to change. The makeup of the modern surgical team has been recognised in recent reports by the RCS. A Faculty of Perioperative Care has been established at the Royal College of Surgeons of Edinburgh to provide educational and training support for all members of the surgical team. In 2013, NHS England appointed Simon Stevens as its new Chief Executive. Having previously worked in the US, he undoubtedly recognises the value of non-medical healthcare personnel to the effective running of teams. Soon after his appointment, a plan was devised to address the workforce shortage in primary care by introducing the post of physician associate (PA), with subsidised university courses for this new post becoming very popular.
Since then, the appointment of thousands of PAs (the majority of whom have never worked in healthcare) to primary care posts has led to an urgent need for a new professional regulator. Towards the end of 2017 the government held a consultation on the creation of a new regulator for PAs, anaesthetic physicians' assistants and SCPs, and the General Medical Council (GMC) has expressed an interest in providing the professional framework for these posts on the condition that all three posts are given a single generic name. Hopefully, the involvement of the GMC will mean that for the first time there will be a national overview of educational structures for these posts.
A role of the GMC is to provide oversight to ensure quality and rigour for the training and assessment at all stages of medical training, from universities that provide medical degrees to royal colleges that provide postgraduate assessments and degrees. Summative assessments are now delivered through a single national exam, from the national licensing exam for undergraduates to the intercollegiate MRCS for those entering specialty surgical training and the intercollegiate specialty exit exam for those seeking entry to the specialist register. It makes sense for the GMC to look at how PA programmes are delivered in the US, based on the medical model, with undergraduate training delivered through medical schools and postgraduate national assessments carried out by royal surgical colleges.
It has been a long time coming but changes precipitated by shortages in primary care may lead to the development of much needed structures that will ensure quality and high standards throughout the whole of the modern surgical team.
To find out more about the surgical care team, visit: www.rcseng.ac.uk/careers-in-surgery/surgical-care-team/. Postscript Since this article was accepted for publication, the UK government has announced that it will seek the creation of a new professional regulator for Physicians' Assistants (Anaesthesia) and Physicians' Associates, but not for Surgical Care Practitioners. The quest for creation of coordinated and national educational structures for Surgical Care Practitioners continues. A conversation with intent between UK universities who run Master's courses, Health Education England and the royal colleges is required.
